Sir,

I read with interest article entitled "Determinants of Vitamin D Status in Indian School-children" by Mandlik *et al*.\[[@ref1]\] The authors noted that, in school children (*n* = 359) aged 6--12 years from a semirural government-run primary school, only 5% had sufficient levels of 25-hydroxy vitamin D \[25(OH) D levels \>75 nmol/L\] and the rest had either vitamin D deficiency (VDD) (24%) or insufficiency (71%), despite majority of children (80%) reporting sunlight exposure of ≥2 hours.

I would like to make few important comments. The authors mentioned that the duration of sunlight exposure had positive association (*P* \< 0.05) whereas body fat percentage had negative association (β = --0.307; standard error = 0.1388; *P* \< 0.05) with serum 25(OH)D levels. Other ways of demonstrating relationship between two quantitative variables is correlation (positive or negative correlation), though it also does not necessarily indicate causal relationship. Regression equation can tell about the degree of change in one variable with a particular change in the second variable. The authors screened 544 children in the age group of 6--12 years (elementary school grade 1--4) from a single school in this cross-sectional study. It implies that there were 136 students in each grade (grade 1--4). Is this a real scenario to have so many students in a single grade? Authors did not mention the period of year when this study was conducted. VDD is season dependent with lower 25(OH)D levels in winter months.\[[@ref2]\]

Few studies from north India also demonstrated that the prevalence of VDD in apparently healthy children is as high as 90%.\[[@ref3][@ref4][@ref5]\] In a study involving 338 apparently healthy children in the age group of 3 months to 12 years belonging to the upper socioeconomic group in Chandigarh, the prevalence of VDD was 40.3%. On univariate analysis, VDD was associated with relatively younger age group, female sex, failure to thrive, exclusive breast-feeding, inadequate sun exposure, and no vitamin D supplements.\[[@ref5]\] The differences observed in the prevalence of VDD among healthy children in different studies could be due to different populations studied, latitude of residence, sunlight exposure, skin color, environmental pollution and weather, vitamin D intake (diet and supplementation), different methods used to measure 25(OH) D, and different cut-off values.\[[@ref5]\]

The American Academy of Pediatrics recommends intake of 10 μg/d (400 IU/d) vitamin D for all infants, children, and adolescents, beginning in the first few days of life.\[[@ref6]\] In India and other southeast Asian countries, where the burden of VDD is high, there are no such recommendations regarding routine supplementation or fortification of food products with vitamin D. Recently, Indian Academy of Pediatrics published practice guidelines for Pediatricians for the prevention and treatment of vitamin D and calcium deficiency in children and adolescents.\[[@ref7]\] In view of high prevalence of VDD in India and the important effects of vitamin D on skeletal and extraskeletal health, there is need to study the effect of routine supplementation of vitamin D in Indian children taking into account cost--benefit ratio.
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